Method.-The research carried out by equations HAS documentary service (Medline, 1990 (Medline, -2012 targeted all types of study about dopaminergic agents, antidepressants, beta blockers, anxiolytics, antipsychotics, mood stabilizers, hormonal agents. Method HAS site www.has-sante.fr).
Results.-Of 772 references, 113 were analyzed with gradation recommendations. There is insufficient evidence to develop standard treatment in the management of aggression, agitation, irritability, impulsivity, apathy, depression (. . .) after traumatic brain injury (TBI). There is however evidence to establish guidelines: -beta-blockers (propranolol) can reduce aggression (off-label prescribing); -the use of antiepileptics suggests efficacy of carbamazepine, valproate or divalproex sodium for the treatment of agitation and aggression. First-line recommendation; -lack of evidence of efficacy of neuroleptics on irritability, aggression or apathy. These products expose to higher risk of malignant syndrome after TBI, they could be deleterious to brain plasticity. Their prescription is conceived in an emergency or crisis (loxapine). The long-term use should be avoided unless previous psychiatric illness. In the absence of alternative, prefer an atypical neuroleptic; -antidepressants are used to treat depression (on-label prescribing) according to the guidelines by ANAES, 2002. They can be effective indirectly agitation and aggression. The SRI may have a beneficial effect on brain plasticity; -benzodiazepines can be used in crisis situations but should not be used longterm in treating agitation; -improved apathy has been reported with amantadine 300 mg per day (off-label prescription). Keywords: Behavioural disorders; Traumatic brain injury; Therapeutic strategies; Good practice recommendation The purpose is to define the best attitude facing critical situations generated by behavioural disorders following traumatic brain injury; especially agitation crisis and behaviours with medico-legal consequences. Methods.-Systematic and critical review of the literature and expert opinion of the working group.
Results.-The management of agitation in the awakening phase requires in a first step to identify and to treat an organic aetiology (pain, infection, drug withdrawal. . .); to consider environmental issues (reduction of physical restraints, room fitting. . .); to assure good sleep cycle regulation. When the patient is dangerous for himself or others, short period of sedating, rapidly acting, medications may be needed such as benzodiazepines and antipsychotic agents. When a longer period of treatment is considered, the best evidence is provided for beta-blocker and anticonvulsants. In medico-social facilities, a crisis should lead to a medical advice, a better knowledge of the resident, adjustment of listening time schedule, occupational activities and education of the professionals. At home, the patient's care is under the supervision of the general practitioner and should also involve medical doctors specialized in physical medicine and rehabilitation, psychiatrists and a psychologists. Information of the patient, his/ her family and his/her caregivers regarding the local organization and facilities involved in the management of traumatic brain injury is of great importance. Caregivers and family distress must be evaluated throughout the care pathway and dedicated programs toward caregivers and families such as family therapy interventions should be proposed. Regarding behaviours with medico-legal consequences, three judicial protection measures can be applied depending on the need, emergency: ''sauvegarde de justice'', ''tutelle'', ''curatelle''.
When a patient with a TBI is admitted to the hospital, his/her eligibility to compensation should be questioned and if it is the case, he/she should be oriented to a lawyer specialized in brain injury repair. The purpose of the medico-legal assessment is to qualify and quantify the damage in order to define the level of compensation. The current medico-legal tools must progress to better take into account behavioural disorders. http://dx.doi.org/10. 1016 /j.rehab.2013 How to prevent and follow-up behavioural troubles of brain injuried patients? Results.-Out of 980 references, 146 were analyzed with recommendations gradation. About the prevention of behavioural troubles, the collected data show the importance of the treatment of the pain in all evolution stages (level 2), the predictive role of the initial therapeutic alliance (level 2), the interest of coping skills training (level 2). Ambulatory rehabilitation and community-based peer support program improve psychological well-being and offer a transition phase between the hospitalization discharge and the return to the ordinary life, which is fundamental to the therapeutic project (level 2). Moreover, the prevention from behavioural troubles requires support to caregivers, like early familial interventions (level 2), psychological support (level 2), family-to-family link up program (level 4), information on referral services. The place of therapeutic education needs to be precised. Concerning the follow-up, there is evidence for telephone follow-up (level 2), targeted needs evaluation, counselling, or problem-solving. Telemedicine, like videoconferencing training programs for caregivers, is developing (level 4). Conclusion.-Based on these observations, the HAS recommendations are in process.
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